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Highlights 
1. Four discrete polyvictimization profiles were identified in an exclusively male sample. 
2. The largest profile was a non-victimization profile  
3. A discrete profile indicating high levels of polyvictimisation was uncovered 
4. Members of all victimization profiles were more likely to report meeting mental health 
diagnostic criteria compared to the non-victimization profile. 
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Abstract 
A consistent conclusion within the extant literature is that victimization and in particular 
polyvictimization leads to adverse mental health outcomes. A large body of literature exists 
as it pertains to the association between victimisation and mental health in studies utilising 
samples of childhood victims, female only victims, and samples of male and female victims; 
less research exists as it relates to males victims of interpersonal violence. The aim of the 
current study was therefore to identify profiles of interpersonal victimizations in an 
exclusively male sample and to assess their differential impact on a number of adverse mental 
health outcomes. Using data from 14,477 adult males from Wave 2 of the NESARC, we 
identified interpersonal victimization profiles via Latent Class Analysis. Multinomial Logistic 
Regression was subsequently utilized to establish risk across mental health disorders. A 4-
class solution was optimal. Victimisation profiles showed elevated odds ratios for the 
presence of mental health disorders; suggesting that multiple life-course victimisation 
typologies exists, and that victimization is strongly associated with psychopathology. Several 
additional notable findings are discussed. 
 
Keywords: Interpersonal victimisation; Polyvictimisation; Latent Class Analysis; Males; 
Mental Health; PTSD. 
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1. Introduction 
Distress caused to a victim of maltreatment, irrespective of age, has the potential for a 
variety of long term catastrophic consequences on mental health. Indeed, childhood sexual 
abuse has been found to increase the likelihood of eating disorders (Rome, 2004) and victims 
of childhood physical abuse have an augmented likelihood of attention deficit hyperactivity 
disorder (ADHD), posttraumatic stress disorder (PTSD), and bipolar disorder (Sugaya et al., 
2012). Adult victims of rape experience posttraumatic symptomology (Armour, Shevlin, 
Elklit & Mroczek, 2012) and adult victims of physical violence report symptoms of both 
depression and anxiety (Golding, 1999). A consistent conclusion within the extant literature 
is that victimization leads to adverse mental health outcomes (cf. Finkelhor, Ormund, & 
Turner, 2007; Lagdon, Armour, & Stringer, 2014). In addition, cumulative exposures to 
traumatic experiences are known to increase the risk for mental health outcomes in a dose 
response fashion (Shevlin, Houston, Dorathy & Adamson, 2008). 
Of note, a number of prior studies have focused their attention on a single 
victimisation event (e.g., one of ‘the big three’;  sexual abuse, physical abuse, or neglect; 
Cuevas, Finklehor, Clifford, Ormrod & Turner, 2009; Saunders, Kilpatrick, Hanson, Resnick 
& Walker, 1999; Paolucci, Genuis, & Violato, 2001; Pérez-Fuentes et al., 2013; Spataro, 
Mullen, Burgess, Wells & Moss, 2004), victimisations which occur in childhood (e.g., 
witnessing domestic violence; Fantuzzo & Mohr, 1999; Levendosky, Huth-Bocks, Semel & 
Shapiro, 2002), adolescence (e.g., Romano, Bell, & Billette, 2011), or adulthood (e.g., 
Lagdon, Armour, & Stringer, 2014), and victimisations of females or mixed gender samples 
(e.g., Shevlin & Elklit, 2008; Springer, Sheridan, Kuo & Carnes 2007; Banyard et al., 2001; 
Edwards et al., 2003; Anda et al., 2006; Briere and Elliot, 2003). Thus, few studies have 
assessed victimisation and mental health outcome in an exclusively male sample.  
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The extant literature acknowledges that victimisations rarely occur as stand-alone 
entities (Finklehor, Ormund & Turner, 2007; Higgins and McCabe, 2001; Pears, Kim, & 
Fisher, 2008). Higgins and McCabe (2000) and Green et al. (2010) concluded that multiple 
forms of childhood abuse and neglect co-exist; they therefore suggested that victimisations 
should not be examined in isolation if a true picture of the nature, prevalence, and 
consequences are to be obtained. Notably, several studies have shown that where 
victimisation exists, polyvictimisation is common (Dong, Anda, Dube, Giles & Feletti, 2003; 
Edwards, Holden, Felitti & Anda 2003; Finkelhor, Turner, Hamby & Ormrod, 2011; Higgins 
& McCabe, 2000; Moller, Bachmann & Moeller, 1993) and where polyvictimisation occurs, 
adverse mental health outcomes are highly prevalent (Bryant & Range, 1995; Lagdon et al., 
2014). Moreover, several recent studies have unanimously reported that where individuals are 
exposed to varying types of interpersonal victimisations, compared to the repeated exposure 
of a single victimisation, the impact on mental health is far more deleterious (Barnes, Noll, 
Putman & Trickett, 2009; Cuevas et al., 2009; Finkelhor et al., 2007, 2009; Turner, Finkelhor 
& Omrod, 2010).  
Polyvictimisation experiences can occur both concurrently and longitudinally, thus 
cumulatively. Repeat victimization, when an additional victimisation occurs after a previous 
victimisation, “…at a much higher rate than chance factors can explain” (Skogan 1999, p. 44) 
is a common occurrence across many types of victimisation events. Armour and Sleath 
(2014) assessed retrospective reports of victimisations in childhood, adolescence, and 
adulthood in a large sample of Northern Irish students. It was found that witnessing severe 
violence in parental relationships when a child was associated with further victimisations 
during adolescence and adulthood, and that victimisation profiles comprising events from 
different stages of the life course related to adverse mental health outcomes. Other studies 
have demonstrated that childhood victims can be re-victimised and that cumulative trauma 
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exposure poorly affects mental health (Cavanagh et al., 2013; Desai et al., 2002; Shevlin, et 
al., 2007). Revictimisation has also been noted in cases of schoolyard bullying (Pitts & 
Smith, 1995), sexual abuse (Classen et al., 2005), and intimate partner violence (Kuijpers, 
van der Knaap & Winkel, 2012a).  
In assessing and identifying the underlying mechanisms linking one victimisation to 
another, victimological theory has traditionally highlighted lifestyle factors such as proximity 
to perpetrators and risk-taking behaviours (Mustaine & Tewksbury 1998; Sampson & 
Lauritsen 1990).  However, critics have suggested that these factors do not adequately 
address revictimisation particularly as it relates to interpersonal victimisations. More recently, 
researchers have begun to study psychological mechanisms. Indeed, it has been reported that 
the mental health outcomes of the initial victimisation may increase risk for subsequent 
victimisations, particularly in regard to PTSD. Furthermore, factors such as attachment and 
anger may also increase the risk of further victimisation (Kuijpers, van der Knaap & Winkel, 
2012a, 2012b).   
In considering gender, prevalence rates of abuse experiences have been shown to 
differ in males compared to females (Shorey, Febres, Brasfield & Stuart, 2012). 
Christoffersen, et al. (2013) reported that females endorsed higher rates of physical neglect, 
emotional abuse, and childhood sexual abuse compared to males. May-Cahal and Cawson 
(2005) reported that rates of childhood neglect, emotional maltreatment, and sexual abuse 
were elevated in female respondents; males however reported higher rates of physical 
violence.  Several reasons have been put forward for this gender disparity including males 
being reluctant to disclose vulnerability (Maxfield & Grande-Bretagne, 1984, cited in Stanko 
& Hobdell, 1993), being embarrassed about the events, and / or feeling that they will be 
treated with scepticism on reporting victimisation experiences (Brown, 2004). Of note, the 
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mental health consequences of victimisations have also been shown to differ by gender 
(Dhinga, Boduszek & Sharrat, 2015). McChesney, Adamson and Shevlin (2015) reported that 
trauma exposed males endorsed higher rates of drug and alcohol abuse disorders and trauma 
exposed females endorsed higher rates of axis 1 disorders. Peterson, Voller, Polusney and 
Murdoch (2011) noted that adult male victims of sexual abuse reported greater traumatic 
stress symptomology than females.   
As noted, fewer studies have assessed maltreatment and victimisation in an 
exclusively male sample; with researchers suggesting that the field of trauma and 
victimisation on the whole is unequally weighted in the direction of female victimization with 
males appearing to be a forgotten group (Browning 2002; Dube et al., 2005). To our 
knowledge this is the first study which has assessed both childhood and adulthood 
interpersonal polyvictimisation profiles in an exclusively male sample and therefore the first 
to assess the impact of such profiles on subsequent mental health outcomes in males. We 
hypothesised that 1) several typologies of male interpersonal polyvictimisation would be 
uncovered (cf. Armour et al., 2014; Cavanagh et al., 2013; Dong et al., 2003; Edwards et al., 
2003; Finkelhor et al., 2011; Higgins & McCabe, 2000; Moller et al., 1993; Nooner et al., 
2010), 2) one of these would be a normative typology (normative in that no or negligible 
levels of interpersonal victimisation would be reported) (cf. Armour et al., 2014; Cavanagh et 
al., 2013; Nooner at al., 2010), 3) another would be an interpersonal polyvictimization 
typology, comprising both childhood and adulthood experiences (cf. Armour et al., 2014; 
Higgins & McCabe, 2000; Dong et al., 2003; Edwards et al., 2003; Finkelhor et al., 2011; 
Moller et al., 1993) and 4) that victimisation typologies with a greater degree of interpersonal 
victimisations would have increased odds of meeting the diagnostic criteria of  mental health 
disorders such as PTSD and Generalised Anxiety Disorder when compared to a non-
victimisation profile/s in an exclusively male sample (Bryant & Range, 1995; Boxer & 
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Terranova, 2008; Cavanagh et al., 2013; Finkelhor et al., 2007; Lagdon et al., 2014). Of note, 
these hypotheses are based on a large body of literature from mixed gender samples and 
female only samples; however the novel component of the current study is the assessment of 
these hypotheses as they pertain to an exclusively male sample.   
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2. Method 
2.1. Sample 
 
Study participants were drawn from National Epidemiologic Survey on Alcohol and 
Related Conditions (NESARC). Wave 1 of the NESARC was conducted in 2001 to 2002 
in which, 43,093 participants completed interviews. Wave 2 was conducted in 2004 to 
2005, out of the 39,959 eligible respondents, 34,653 completed interviews. The target 
population was the civilian non-institutionalized population, 18 years and older, residing 
in households and group quarters. All NESARC data were weighted to reflect the survey's 
design characteristics and account for oversampling and adjustment for nonresponse 
across socio-demographics. Blacks, Hispanics, and adults aged 18 –24 were oversampled 
therefore a weight variable was utilized to make the sample representative of the 
population (Grant & Dawson, 2006). Comprehensive details pertaining to all methods 
used in the survey are available elsewhere (Dawson, Stinson, Chou & Grant, 2008; Grant 
et al., 2003; Grant, Kaplan, Shepard & Moore, 2005). Only data from male participants (n 
= 14,564) were used in this study.  
2.2 Measures 
2.2.1 Demographics: 
An extensive range of demographics were queried as part of the NESARC survey. In this 
study we choose to use ethnicity and SES (as indicated by food stamp receipt) within our 
analysis given these background variables are known to be associated with victimization 
experiences (Finkelhor et al., 2007; Finkelhor, Shattuck, Turner, Ormrod, & Hamby, 2011; 
Kaslow & Thompson, 2008). The original coding in the NESARC pertaining to ethnicity was 
(1) White, non-Hispanic (2) Black, non-Hispanic (3) American Indian/Alaska native (4) 
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Asian/Native Hawaiian/Other Pacific Islander, (5) Hispanic. In the current study we recoded 
this into a series of dummy variables in which Caucasian could be compared to (1) Black, 
non-Hispanic, (2) Hispanic and (3) other ethnic minority. Participants were asked if they had 
personally received food stamps in the past year: (0) No (1) Yes. We utilized ‘Yes’ responses 
on this categorical variable as an indicator of Low SES. 
2.2.2 Diagnostic assessment: 
All psychiatric diagnosis were made according to the Diagnostic and Statistical Manual 
of Mental Disorders, Fourth Edition (DSM–IV) using the Alcohol Use Disorder and 
Associated Disabilities Interview Schedule (AUDADIS-IV; Grant, Dawson & Hasin, 2001). 
The AUDADIS-IV is a modern diagnostic interview that can be administered either by 
clinicians or lay interviewers (Grant, Harford, Dawson, Chou & Pickering, 1995). As a fully 
structured diagnostic interview, the AUDADIS-IV is entirely standardized and relies on self-
report information from respondents. The AUDADIS-IV can record information about a 
variety of psychiatric disorders such as substance use disorders, mood disorders, general 
anxiety disorders (GAD), personality disorders, and PTSD etc. and captures information 
regarding their occurrence and lifetime status (i.e. past year, and lifetime).   
For the current study we utilised the lifetime diagnostic variables provided within the 
dataset which were created by assessing the individual’s responses to the AUDADIS-IV 
questions. Several of the diagnostic variables were used (i.e. major depressive and dysthymic 
episode, hypomanic and manic episode, panic and agoraphobia without a history of panic 
disorder, and social and specific phobia disorder) in order to create  four new diagnostic 
composite variables (i.e. mania, depressive, panic, & social phobia disorders). The individual 
diagnostic variables of Generalised Anxiety Disorder and PTSD were used in this study. 
Details are below: 
Running Head: Male victimization and mental health  
Depressive disorder: A composite measure of depression was created from two items 
i.e. “Life time diagnosis of Dysthymic disorder” and “Life time diagnosis of Major 
depressive disorder.” A positive endorsement of one or both items was coded as: (1) Life 
time diagnosis, whereas negative endorsements on both were coded as (0) No diagnosis. 
Manic episode: A new composite measure of mania was created by combining two 
items i.e. “Life time diagnosis of manic disorder” and “Life time diagnosis of Hypomanic 
disorder.” A positive endorsement of one or both items was coded as: (1) Life time diagnosis, 
whereas negative endorsements on both were coded as (0) No diagnosis. 
Panic episode: A generalised measure of panic disorder was created by combing two 
items i.e. “Panic disorder with Agoraphobia”, “Agoraphobia without panic disorder”. A 
positive endorsement of one or both items was coded as: (1) Life time diagnosis, whereas 
negative endorsements on both were coded as (0) No diagnosis. 
Social Phobia: A composite measure of social phobia was created from two items i.e. 
“Life time diagnosis of Social phobia” and “Life time diagnosis of Specific phobia.” A 
positive endorsement of one or both items was coded as: (1) Life time diagnosis, whereas 
negative endorsements on both were coded as (0) No diagnosis. 
General Anxiety disorder: The life time diagnosis of generalised anxiety was assessed 
using the binary coded diagnostic variable present in the dataset: (1) Life time diagnosis, (0) 
No diagnosis. 
PTSD: The lifetime diagnosis of PTSD was assessed using the binary coded diagnostic 
variable present in the dataset: (1) Life time diagnosis of PTSD, (0) No diagnosis. 
2.2.3 Childhood / Adolescent Victimization Assessments: 
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Childhood and adolescent victimizations were assessed using three dichotomous 
questions which asked respondents about experiences before the age of 18 by a parent or 
primary caregiver. These included if they had ever experienced (1) Childhood physical abuse, 
(2) Childhood neglect, and (3) Saw serious fights at home before age 18. All responses were 
coded as binary variables (1) Yes, (0) No.  
2.2.4 Life course / Adult Victimization Assessments: 
Victimizations were assessed using five dichotomous questions. Specifically, 
respondents were asked if they had ever experienced: (1) Sexual assault, rape or been 
molested, (2) Intimate partner violence, (3) Physical assault or beaten up, (4) If they had been 
stalked or (5) Experienced a threatening event such as being mugged, held up or threatened 
with a weapon. All responses were coded as follows: (1) Yes, (0) No. Items were taken from 
the trauma questionnaire in the PTSD diagnostic module. Note that the wording of some of 
these items, particularly the ‘sexual assault, rape, or been molested’ item allows for 
respondents to make an endorsement based on experiences that have occurred during 
childhood, adolescence, or adulthood (have you ever). 
2.3 Analytic Plan 
Missing data was assessed; if cases were missing more than 70% (6 endorsements) of 
the indicators to be included in the latent class analysis (LCA) they were removed from 
further analysis. In total 87 (0.6%) cases were removed from the dataset resulting in a total 
sample size of 14,477 males for the analysis. A small proportion of the remaining cases 
(n=38) were missing on either one or two victimization indicators. Mplus makes use of cases 
with incomplete data and missing data is estimated based on the values of the covariates in 
the model using full information maximum likelihood (Schafer & Graham, 2002). Remaining 
missing data was treated in this manner in the current study. Analysis was conducted in two 
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steps. For the first step, LCA was utilized to determine victimization typologies and their 
prevalence using Mplus 7 (Muthén & Muthén, 2013). A series of 2-6 models were specified 
and model selection was conducted according to a range of fit indices such as the Akaike 
Information Criteria (AIC: Akaike, 1987), the Bayesian Information Criterion (BIC: 
Schwarz, 1978), and the sample size adjusted BIC (SSABIC: Sclove, 1987). The standardized 
entropy value was used to indicate accuracy in participants' classification (values range from 
0 to 1), with higher values indicating better classification. Optimal fitting models are 
indicated by lower values of the AIC, BIC and the SSABIC. Please note that due to the use of 
sampling weights for the NESARC data Mplus does not provide the bootstrapped LRT. 
The second step was to assess the association between demographic variables (SES 
and ethnicity), the four latent classes, and psychiatric diagnoses. The ethnicity variable was 
dummy coded and Caucasian was used as a reference group in which to compare the other 
ethnic minorities. The latent classes were also coded as dummy variables based on their most 
likely class membership (MLCM).  Class 1 which endorsed the lowest amounts of 
victimization was used as the reference class and only classes 2 - 4 were included as 
predictors in the final model to establish the association between class membership and the 
dependent variables (i.e. general anxiety, depressive, manic disorders, PTSD etc.) All 
analyses were conducted using Mplus 7 (Muthén & Muthén, 2013) using robust maximum 
likelihood (Yuan & Bentler, 2008).  
3. Results 
After accounting for missing data the effective sample size comprised 14,477 
participants. Almost one third of respondents reported having at least one victimization 
experience in their life time. The descriptive statistics, frequencies and weighted percentages 
are shown in table 1 and table 2. 
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***Table 1&2 about here*** 
The fit statistics for the LCA are presented in table 3. The four class solution was considered 
optimal for a number of reasons. The AIC measure improves as each of the classes is added 
but a large difference is experienced between classes 2 and 3 and successive smaller 
increments between classes 3 and 4, and 4 and 5.  The BIC was lowest for the four class 
solution and the SSABIC shows a large improvement from classes 2 to 3, a moderate 
improvement from classes 3 to 4, however from classes 4 to 5 the improvement is minimal. 
The entropy level for each of the two through six classes shows clear classification with all 
results being in the region of 0.8.  
***Table 3 about here*** 
As seen in figure 1, latent class 1 is characterised by low positive endorsement on all 
indicators of interpersonal victimisation across the life course and is the largest class with 
81.4% (n=12,736) of the sample belonging to this group. Conversely, latent class 4 had the 
smallest group membership with 2.1% (n=237) of the sample belonging to this group. This 
class positively endorse high levels of victimisation on all indicators across the life course, 
relative to alternative classes. Latent class 2 consisted of 4.5% (n=569) of the sample. 
Relative to other classes, this class is characterised by moderate endorsement of childhood 
physical abuse, childhood neglect, other physical abuse (attacked, beaten), and threatening 
event (mugged, or threatened with a weapon) but a very high positive endorsement of 
witnessing domestic violence in childhood. Latent class 3 comprised 12% (n=936) of the 
sample. This class, relative to others, is characterised by having low endorsements across 
most victimisation variables but high endorsements on the measures of other physical assault 
such as being beaten up, being mugged, or being threatened with a weapon in adulthood. 
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***Figure 1 about here*** 
The observed results from the logistic regression revealed significant associations for 
all classes compared to the reference class; class 1 (Please see Table 4 for all odds ratios 
(OR’s) and confidence intervals (CI’s)). The OR’s for class 2, in which participants had the 
highest probability of being witness to domestic violence and moderate probabilities of 
reporting childhood physical abuse and neglect, ranged from 2.0 – 4.3 respectively. The 
observed results for class 3, in which participants had a high probability of endorsing 
physical assault (attacked or beaten) and other forms of assault (mugged or threatened with a 
weapon) also demonstrated high odds ratios compared to the baseline class; these ranged 
from 2.4 - 5.6 in magnitude. Excluding ‘being witness to domestic violence’, class 4 endorsed 
the highest number of victimization experiences and demonstrated high odds ratios across all 
victimization indicators compared to the reference class; these ranged from 3.4 – 12.5 in 
magnitude. The observed results for low socio-economic status to all measures of 
psychopathology were significant with odds ratios ranging from 1.63 – 2.88 in magnitude.  
***Table 4 about here*** 
4. Discussion 
The current study examined whether distinct typologies of interpersonal victimisation 
across the life course are found in an exclusively male sub-sample of a population based 
survey of adult Americans. We further assessed whether individuals classified into 
victimization typologies comparted to a baseline (no/low victimisations) typology conferred 
greater risk for negative mental health outcomes. It was hypothesised based on prior literature 
that 1) several typologies of interpersonal victimisation would be uncovered,  2) one of these 
would be a normative typology, 3) another would be an interpersonal polyvictimization 
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typology, comprising both childhood and adulthood experiences, and 4) that victimisation 
typologies with a greater degree of interpersonal victimisations would have increased odds of 
meeting the diagnostic criteria of  mental health disorders such as PTSD and Generalised 
Anxiety Disorder when compared to non-victimisation profiles (Cavanagh et al., 2013; Dong 
et al., 2003; Edwards et al., 2003; Finkelhor et al., 2011; Higgins & McCabe, 2000; Lagdon 
et al., 2014; Nooner at al., 2010). All hypotheses were supported. 
Of considerable concern is the finding that 32.2% of the entire sample positively 
endorsed at least one of the interpersonal victimisation indicators, as seen in Table 2. This 
equates to 4,660 participants, demonstrating that the victimisation of males is a significant 
social concern for both policy makers and researchers alike. As hypothesised, the LCA 
identified multiple distinct victimization typologies. Latent class 1 was labelled as the 
‘normative class’, and showed low or no endorsements of victimisation indicators across the 
life course. This class constituted the majority of participants, (n =12,736; 81.4%) and is 
commensurate with results from other studies (Armour et al., 2014; Cavanagh et al., 2013; 
Nooner et al., 2010; McChesney et al., 2015) which have uncovered non-victimisation 
typologies; however none were conducted exclusively with male participants.  
Latent class 2 is characterised by very high endorsement of witnessing domestic 
violence during childhood and moderate endorsement on all other indicators except intimate 
partner violence (IPV), which was negligible. This class was labelled as the ‘high witnessing 
of domestic violence & polyvictimisation class’ and comprised 596 cases (4.5%).  The 
identification of this class supports the assertion that males, similar to females and mixed 
gender samples, experience multiple interpersonal victimizations and that these occur 
throughout the life course; thus in both childhood and adulthood.  An interesting point to note 
as it relates to members of class 2 is the high endorsement of witnessing domestic violence 
during childhood yet the low endorsement of IPV. Prior research has suggested that 
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witnessing IPV in childhood increases the risk for being a victim of IPV in adulthood 
(Hamby, Finkelhor, Turner, & Ormrod, 2010) however this does not appear to be the case for 
individual represented in class 2. One potential explanation for this can be found in Armour 
and Sleath (2014) who reported similar findings and suggested that witnessing severe IPV in 
childhood may in fact reduce the likelihood of IPV victimisation in later life.  This premise 
stems from social learning theory (Bandura, 1973, 1977) which proposes that children not 
only model their behaviour on direct observations but also through perceptions of the 
behaviours consequences (positive or negative).  If children observe IPV as having negative 
consequences this may in fact deter such involvement in such behaviours in adulthood.   
Latent class 3 is characterised by low or no endorsement of the childhood indicators 
but an elevated endorsement of adult interpersonal victimisation indicators and as such has 
been labelled ‘adult victimisation’. Indeed, relative to other indicators, individuals in this 
adult victimisation class demonstrated moderate probabilities of endorsing the experience of 
being stalked and high probabilities of endorsing both experiences of physical assault. This 
signifies that a particular group of males experience interpersonal victimisations later in life 
with the absence of victimisations in childhood.  We speculate that this may be attributable to 
young males reaching adulthood and becoming involved in environments that encourage 
aggression and violence thus in turn may also increase the risk of violent victimisations (Fox, 
Rufino & Kercher, 2012; Howell, 2010). 
The final class; class 4, is characterised by a high positive endorsement of all the 
interpersonal victimisation indicators. This ‘childhood and adulthood polyvictimisation class’ 
is composed of 2.1% (n=237) of the population. With the exception of witnessing domestic 
violence in childhood (highest probabilities in class 2), this class demonstrated the highest 
probabilities across all indicators. These findings are similar to those reported by Ogloff, 
Cutajar, Mann, and Mullen (2012), who conducted a forty five year follow up study of 2,759 
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child sexual abuse victims in which males who had experienced childhood sexual abuse were 
more likely to experience adult victimization of violent crimes.  Although current findings are 
based on a small percentage of the sample, it is worth noting that a significant relationship 
between male childhood sexual abuse and adult re-victimization exists.  
         In assessing how each of the resultant profiles related to mental health diagnoses whilst 
controlling for socio-economic status and ethnicity, those individuals in victimisation 
typologies (classes 2, 3, 4) were significantly more likely to meet the diagnostic criteria of 
mental health disorders (GAD, Depressive disorder, Manic disorder, Panic disorder, Social 
Phobia, and PTSD) when compared to the normative typology (class1). Those who were 
deemed to be of low SES (by being in receipt of food stamps) were more likely to meet the 
criteria for all of the assessed mental health outcomes (see table 4 for OR’s & CI’s). These 
findings support those of previous studies (e.g., Williams, Yu, Jackson & Anderson, 1997; 
Goodman, Pugach, Skolnik & Smith, 2013).  
 In relation to ethnicity, the current study revealed that those self-reporting their 
ethnicity as Black, Hispanic, or other compared to Caucasian demonstrated a general pattern 
of being less likely to meet diagnostic criteria across a range of disorders (see table 4 for 
OR’s  & CI’s). Previous studies have reported mixed findings in regard to whether or not 
minority ethnicity is a risk factor for psychopathology (Huang et al., 2006; Smith et al., 
2006). Of note however,  previous research utilizing the NESARC reported that individuals 
self-reporting as Black, Hispanic or Asian were less likely to report psychopathology if they 
had higher scores on a measure of ethnic identity. The researchers proposed that a sense of 
pride, belonging, and attachment to one's racial/ethnic group may be the factors which protect 
against psychopathology (Burnett-Zeigler, Bohnert, & Ilgen, 2013). Given we also utilised 
the NESARC data for the current study it is feasible that these same factors may be protective 
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for psychopathology subsequent to male interpersonal victimisation; note however that we 
did not assess levels of ethnic identity within the profiles. 
Considering mental health, Class 2, the ‘high witnessing of domestic violence and 
polyvictimisation class’ reported an increased likelihood of all the assessed mental health 
disorders with odd ratios ranging from 2.0 to 4.38 (see Table 4). Cavanagh et al. (2013), in 
their exclusively female sample, found a similar latent class to our class 2 which reported the 
greatest mean scores for past year mental health disorders. Therefore, there may be some 
unique pathways to mental health disorders when children are exposed to witnessing 
domestic violence in combination with the experience of alternative childhood victimisations 
(cf. Anda et al., 2006; Osofsky, 1995; Russell, Springer & Greenfield, 2010). Compared to 
the reference class, those in the ‘adult victimisation’ class (class 3) were also more likely to 
meet the diagnostic criteria for a wide range of psychiatric diagnoses, indicating that 
victimisation in adulthood alone still result in deleterious effects on an individual’s mental 
health. 
Finally, latent class 4, the ‘childhood and adulthood polyvictimisation class’ reported 
an increased likelihood of all the assessed mental health disorders; with odd ratios ranging 
from 3.44 to 12.56 (see Table 4).   One of the most pronounced findings were that members 
of class 2 were 12 times more likely to meet the criteria for PTSD compared to those in the 
non-victimisation reference class. Given that members of this class reported the highest 
probabilities of endorsement across the majority of interpersonal victimisations this is 
unsurprising. Indeed, the probabilities associated with members of class 4 meeting the 
diagnostic criteria across all disorders were extremely high relative to the probabilities 
associated with members of classes 2 and 3.  These findings demonstrate the severe risk 
posed by cumulative victimisations across the life course in male victims. Of particular note, 
members of this class had a high probability of reporting a sexual abuse experience relative to 
Running Head: Male victimization and mental health  
members of alternative classes. To date much of the existing literature has focused on female 
victims of childhood sexual abuse (CSA). In turn, more is known about the adverse 
consequences of female sexual assault than what is known about the adverse consequences of 
male sexual assault (Dhaliwal, Gauzas, Antonowicz & Ross, 1996). The current study’s 
findings suggest that males are at great risk of adverse mental health outcomes as a result of 
multiple victimisations, particularly when this includes childhood sexual assault.   
The above findings support the notion that psychological outcomes are related to 
cumulative nature of abuse and victimisations (Scott-Storey, 2011).  As discussed earlier, 
victimisation is rarely a standalone event, rather an enduring process with a multifinality of 
outcomes.  Humphreys et al. (2005) argued that the focus should not be on individual types of 
maltreatment, but on the cumulative effects. With reference to latent classes 2, 3, and in 
particular 4 in the current study, victimisation in any one form appears to have the potential 
to increase an individuals vulnerability to re-victimisation (Finkelhor et al., 2007; Boxer & 
Terranova, 2008). Moreover, the cumulative effects of those victimisations have a significant 
impact on a male victim’s mental health (Scott-Storey, 2011; Banyard et al., 2001; Campbell, 
Greeson, Bybee & Raja, 2008).  
The current study is not without limitation. The NESARC data is collected 
retrospectively by self-report and as such may be subject to recall bias. Of note, however, 
many studies of victimisation in childhood are retrospective accounts of childhood 
experiences by adult respondents. Armour et al. (2014) asked Danish 24 year olds to recall 
childhood abuse experiences and Vogeltanz, Wilsnack, Harris et al. (1999) asked adult 
females to retrospectively report their experiences of sexual abuse in childhood.  A further 
limitation is that victimisation experiences are queried only by whether an event ever 
occurred; no consideration was given to intensity, frequency, or duration of the 
victimizations. It is also possible that a small number of cases reporting PTSD are doing so 
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due to experiences which were not interpersonal victimisations and thus not included in our 
LCA, for example those of natural disaster and combat. However these people would be 
present in the normative profile unless they had also reported alternative interpersonal 
victimisations across their life-course. Importantly, we are not aware of a single study which 
has profiled interpersonal victimisations across the life course in an exclusively male sample 
and therefore nor are we aware of a study which has assessed the impact of these 
victimisation profiles on mental health. Finally, it is important to note that the NESARC 
diagnostic variables are based on DSM-IV criteria and not on the more recent DSM-5 
criteria. 
4.1 Conclusions  
In summary, the current study found four distinct latent profiles when assessing 
interpersonal victimisation over the life-course in a male only sample. One normative profile 
characterised by low or no victimisation experiences and three victimisation profiles of 
differing characteristics showing elevated risk of psychopathology. Understanding how 
interpersonal victimisations co-occur across the life course in male victims and how this 
relates to psychopathology has many implications. It will inform questions asked by 
clinicians when presented with a male survivor of victimisation. It will also help to identify 
which victims may be at increased risk of further victimisation across their life course. 
Further investigation of risk and resilience factors and mediating and moderating variables 
would be of great value. We know that polyvictimisation is prevalent and being a victim 
increases the likelihood of further victimisation and ultimately of psychopathology. Therefore 
it is pertinent that those who deliver primary services to victims should be cognisant of the 
differing victimisation profiles specific to men and the impact that such may be having on 
their psychological well-being. Increasing the knowledge base related to the psychological 
impact of life-course interpersonal victimisations in males is fundamentally important to 
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ensure that services are developed to meet the needs of these male victims. Future research 
may wish to extend this analytical framework by including a range of non-interpersonal 
traumas within their latent class models. 
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Note; Class 1 = Normative class, Class 2 = High witnessing of domestic violence & polyvictimisation 
class, Class 3 = Adult victimisation class, Class 4 = Childhood & Adulthood polyvictimisation 
Figure 1.  
Profile plot and probabilities from the latent class analysis of victimization items. 
 
Figure
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Table 1. Shows Descriptive Statistics for the Demographic Correlates. 
 Age Caucasian Black Hispanic Other Low SES 
M (SD) 46 (18.6)      
%  71.3% 10% 12.3% 6.4% 3.6% 
Note. All percentages are weighted. 
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Table 2.  
Response rates across victimizations for the male sub-sample of the NESARC 
Items  N  (%) 
Physical abuse 493 3% 
Neglect 418 2.7% 
Witness to domestic violence 1347 8.9% 
Sexual assault 428 2.8% 
Intimate partner violence 345 2.1% 
Physical assault 1783 12% 
Stalked 430 2.7% 
Mugged / Held up / Threatened with a weapon 2528 16.4% 
Total item endorsement 4660 32.2% 
Note. All percentages are weighted. 
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Table 3.  
Fit Indices for Latent Class Models Two to Six. 
Model AIC BIC SSABIC LRT Entropy 
     
 
2 class 46061.525 46190.391 46136.366 3878.312 ** 0.766 
3 class 45483.279 45680.367 45597.741 589.411 ** 0.802 
4 class 45386.524 45651.835 45540.608 113.440 0.789 
5 class 45335.608 45669.141 45529.313 68.126 0.800 
6 class 45334.238 45735.995 45567.565 19.147 0.819 
Note: AIC= Akaike information criterion, BIC=Bayesian Information Criterion, SSABIC-sample size 
adjusted BIC, LRT=Lo–Mendell-Rubin adjusted LRT value and associated significance level.  
** = significant p= < 0.001. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 3
Table 4. Odds Ratios and (95% Confidence interval) from the Demographic and Latent Class Variables to General Psychopathology. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note: GAD = General Anxiety Disorder, OR = Odds Ratio, (95% CI) = 95% Confidence Intervals, Bold indicates significant OR’s 
Items 
GAD  
 
Odds Ratio  
(95%CI) 
Depressive disorder 
  
 Odds Ratio  
(95%CI) 
Manic disorder 
Odds Ratio  
(95%CI) 
Panic disorder 
 
  Odds Ratio  
(95%CI) 
Social Phobia 
  
 Odds Ratio  
(95%CI) 
PTSD  
 
 Odds Ratio  
(95%CI) 
Ethnicity 
(Reference = Caucasian) 
      
Black 
0.51 ** 
(0.421 – 0.752) 
0.57 ** 
(0.471 -0.672) 
1.32 
(0.845 – 1.287) 
0.47 ** 
(0.335 – 1.287) 
0.77 ** 
(0.632 -0.893) 
1.10 
(0.928 – 1.474) 
Hispanic 
0.54 **  
(0.425 -0.795) 
0.67 ** 
(0.528 – 0.752) 
0.94 ** 
(0.542 -0.857) 
0.56 ** 
(0.401 – 0.857) 
0.64 ** 
(0.500 – 0.718) 
0.78 
(0.672 – 1.111) 
Other Ethnicity 
0.91  
(0.697 – 1.464) 
0.98 
(0.746 – 1.229) 
1.29  
(0.722 – 1.405) 
0.57 ** 
(0.384 – 1.405) 
0.88 
(0.647 – 1.122) 
0.77 
(0.546 – 1.143) 
Socio-Economic Status 
(Reference  
= not in receipt of food stamps) 
      
In receipt of food stamps 
2.55 ** 
(1.754 – 3.582) 
2.18 ** 
(1.680 – 2.773) 
2.70 ** 
(2.145 – 3.875) 
2.50 ** 
(1.691 -3.875) 
1.66 ** 
(1.257 -2.135) 
2.67 ** 
(2.053 – 4.003) 
Class membership  
(Reference = Class 1) 
      
Class 4 
8.07 ** 
(5.599-11.644) 
7.33 ** 
(5.427-9.899) 
7.43 ** 
(5.359-10.301) 
6.99 ** 
(4.791-10.209) 
3.44 ** 
(2.512-4.702) 
12.56 ** 
(9.108-17.325) 
Class 3 
2.72 ** 
(2.080-3.562) 
2.91 ** 
(2.433-3.472) 
2.76 ** 
(2.202-3.460) 
3.17 ** 
(2.403-4.181) 
2.40 ** 
(1.987-2.909) 
5.64 ** 
(4.491-7.082) 
Class 2 
2.65 ** 
(1.862-3.759) 
3.20 ** 
(2.559-4.008) 
2.77 ** 
(2.114-3.627) 
2.56 ** 
(1.801-3.645) 
2.00 ** 
(1.575-2.543) 
4.37 ** 
(3.286-5.826) 
       
Table 4
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Graphical abstract; 
Four latent classes of interpersonal victimisation were uncovered in an exclusively male sample (N = 14,564). Class 1 was 
labelled as a normative class, Class 2 as a high witnessing of domestic violence & polyvictimisation class, Class 3as an adult 
polyvictimisation class, and Class 4 as a childhood & adulthood polyvictimisation class. Classes 2-4 were compared to class 
1 in assessing the comparative risk for psychopathology. Individuals in classes 2-4 had increased odds of reporting a wide 
range of mental health concerns including PTSD and Generalised Anxiety Disorder. 
 
*Graphical Abstract
The author has requested enhancement of the downloaded file. All in-text references underlined in blue are linked to publications on ResearchGate.
